The survival rates at one month and one year for all strokes in the community were 43 and 30%, respectively. Married men were found to spend an average of 37 days in hospital, compared with 55 for married women; single women stayed in hospital an average of 10 days longer than single men. It is hoped that in addition to any value the overall findings may have in the planning of health services they will serve as a useful baseline in the evaluation of new methods of prophylaxis and treatment for cerebrovascular disease.
Introduction
It is well known that cerebrovascular diseases impose a heavy burden on the community. The evidence most frequently cited in support of this statement is provided by mortality data. For instance, in England and Wales in 1963 and 157,074 persons are recorded as having died of cerebrovascular disease, 19.9 % of them being under the age of 65 years (General Register Office, 1965 , 1966 . These stroke deaths represent 14.2% of all the deaths in the community in those two years. Another source of information, less generally quoted, is the Hospital Inpatient Enquiry conducted jointly by the Ministry of Health and the General Register Office (1967, 1968) . This shows that in the same years, 1963 and 1964, there were 150,409 discharges from, or deaths in, hospital of patients with cerebrovascular disease-some 7,000 fewer than the total deaths despite the fact that an unknown proportion of the persons discharged were admitted to hospital more than once in a year.
Two other interesting differences between these two sets of figures are that as many as 34% of the hospital discharges alive and dead were in patients under 65 years, but that the entire group with cerebrovascular disease represent only 1-8% of the 8 5 million hospital deaths and discharges in 1963 and 1964. This last fact is not surprising, because (fortunately) far more people are discharged from hospital alive than die in them. The former is, however, intriguing because it indicates both that mortality data may underestimate the magnitude of the problem caused by cerebrovascular diseases among middle-aged people, and that a considerable number of old people must die of cerebrovascular disease without ever getting to hospital. This is conjecture, however, partly because we have no information at all about the true incidence of cerebrovascular accidents in the country, and partly because at the moment the Hospital Inpatient Enquiry can give information only about episodes of illness and not about the people who suffer those episodes.
Theoretically the procedures involved in record linkage can overcome these difficulties completely provided that all the relevant health information about each person in the community is included in the file-records from general practice, hospital outpatient data, hospital inpatient data, and death certificates. In 1963 and 1964 the Oxford Record Linkage Study did not include information from the first two sources, but obtained complete records from the last two. The purpose of this paper is to present an attempt based on the techniques of record linkage to assess the burden of cerebrovascular disease among the 340,000 people included in the Oxford Record Linkage Study in terms of estimated incidence, mortality, estimated survival rates, and bed usage. Not only is such information of value in the planning of health services, but it also can serve as a useful baseline for the long-term evaluation of treatment with such agents as anticoagulants and hypotensive drugs.
Subjects and Methods
Full details of the origin of the Oxford Record Linkage Study and the techniques it uses are given elsewhere (Acheson, 1967 
Results

Hospital Data
In Table I 
Basis for Assumptions
Comparison between the cases presented in Table I and death certificates in the Oxford Record Linkage Study area indicated that 239 people died at home during 1963 either without having been in hospital at all during that year, or if they had been in hospital their case records did not bear the diagnosis of cerebrovascular disease. The existence of these cases would suggest that the rates presented in Table I (Acheson, 1966 Kurtzke, 1969; etc.) . Thus, in addition to the consideration of home deaths from cerebrovascular disease referred to above, a variety of other assumptions or corrections could be made in order to estimate the "true" incidence and survival patterns for the disease in the area.
In arriving at our own working assumptions we used two basic criteria-namely, that they should be (a) as simple, and (b) as repeatable as possible. The assumptions we have made on this basis are three: (1) for the purpose of calculating estimated total incidence all "home deaths" should be added to the hospital morbidity data shown in Table I ; (2) for the purpose of calculating survival "home deaths" should also be treated as incident cases, and it should further be assumed that the reason that they were not admitted to hospital is that they died within one month of the onset of the disease; and (3) for both purposes the gains and losses due to change of diagnosis during the course of the disease cancel each other out and can therefore be ignored.
The third assumption probably leads to an underestimate of true incidence, because, while it is clear that in some cases a change in diagnosis will correct an earlier error, other cases will have genuine multiple diagnoses. The present data do not, however, permit any estimate to be made of the proportions of cases falling in either category, so that the inclusion of such cases in estimates of incidence would involve guesswork and their inclusion in estimates of survival would be impossible. On the other hand, some of the incidents included in this study will be second or subsequent strokes, and it is also impossible to identify them so that their inclusion will inflate the rates.
The numbers of cases provided by the data which use these three assumptions, together with the source, are shown in Table II Table III and Fig. 1 . As is to be expected from our criteria stated above, the incidence rates are higher than those shown in Table I Estimated Overall Survival The estimated overall survival rates are given in Table IV 
Discussion Incidence Data
Attention has already been drawn to the differences in sex-specific incidence rates by age for the haemorrhagic conditions on the one hand and for infarction and the miscellaneous group on the other. If these are expressed as ratios in subarachnoid haemorrhage and cerebral haemorrhage they are 1 .0 or less, but in the other conditions they are more than 1.-0. The sex differences in subarachnoid haemorrhage are particularly striking, and attention has been drawn to them by others (du Boulay, 1965; Locksley, 1966 (Acheson and Fairbaim, 1970) indicates that subarachnoid haemorrhage is the most stable of all diagnoses within the categories under investigation, an observation consistent with the work of Florey et al. (1967, 1969) (1964) . These comparisons are shown in Fig. 1 . When studying them, some -differences in definition should be borne in mind. In the Middlesex study "no differentiation was made between subarachnoid haemorrhage and intracerebral haemorrhage"; thus it is not possible to compare the incidence of subarachnoid haemorrhage in the Oxford area with Middlesex data (Fig. 1 A) , and the difference between the curves for Middlesex and Oxford in Fig. 1 (Fig. 1 D) . Not too much should be made of these individual differences, partly because of the different methods of classification in the two studies, and partly because the basis for medical diagnosis is unlikely to be identical in the two areas-a point to which we shall return. The comparisons made in Fig. 1 (Carroll, 1962; Howard et al., 1963; Boyle and Reid, 1965; Conant, et al., 1965) (Pincock, 1957; Lindgren, 1958; Marshall and Shaw, 1959; Robinson et al., 1959; David and Heyman, 1960; Carter, 1964; Katz et al., 1966 (Ministry of Health and General Register Office, 1967, 1968 
